Introduction: Psychological, interpersonal, and sociocultural factors play a significant role in making one vulnerable to developing a sexual concern, in triggering the onset of a sexual difficulty, and in maintaining sexual dysfunction in the long term. Aim: To focus on psychological and interpersonal aspects of sexual functioning in women and men after a critical review of the literature from 2010 to the present. Methods: This report is part 1 of 2 of our collaborative work during the 2015 International Consultation on Sexual Medicine for Committee 2. Main Outcome Measures: Systematic review of the literature with a focus on publications since 2010.
When one partner has an illness that affects sexual functioning, the two partners should be involved in assessment and treatment (recommendation ¼ grade B).
Dyadic factors and relationship quality should be addressed in sex therapy (recommendation ¼ grade B). For people in a romantic relationship, the partner should be included in the treatment of any sexual dysfunction (recommendation ¼ grade B).
INTRODUCTION
This article focuses on psychological and interpersonal aspects of sexual functioning in women and men. The focus is on the empirical literature that has been published since the 2009 International Consultation on Sexual Medicine. 1 Even in the advent of significant advances in neurobiological factors contributing to sexual function and dysfunction, psychological, interpersonal, and sociocultural factors play a significant role in making one vulnerable to developing a sexual concern (eg, lack of accurate sexual knowledge), in triggering the onset of a sexual difficulty (eg, a period of stress), and in maintaining sexual dysfunction in the long term (eg, ongoing concerns about partner evaluation and associated anxiety). Importantly, however, absence of sexual dysfunction does not necessarily guarantee that one is sexually satisfied, and presence of sexual concerns does not imply sexual dissatisfaction. Thus, it is important to bear in mind that although the focus of this article is on sexual function and dysfunction, the clinician should be mindful of inquiring about the individual's level of experienced sexual satisfaction or dissatisfaction and explore how these might or might not be related to sexual symptoms.
This chapter is focused on the recent (6-year) literature on the etiology and psychological treatments for sexual difficulties in women and men. The section on etiology summarizes the recent literature on individual factors (including constitutional and developmental factors, trait factors, life-stage stressors, processing factors, and contextual factors) and interpersonal and relational factors. A companion article focuses on sociocultural and ethical factors. Our review of the psychological treatment outcome literature covers methodologic limitations inherent to this literature and then provides a review of recent outcome research testing psychological treatments for sexual difficulties in women and men. This article also reviews recent advances, such as integrating psychological and medical approaches, and novel methods of delivering treatment, such as online and Internet therapies.
Our work as sexual medicine clinicians is essentially transdisciplinary, which involves not only the collaboration of multidisciplinary professionals but also the integration and application of new knowledge and collaborative evaluation and subsequent revision of our practices to ensure the highest level of care provided.
ETIOLOGY Individual Factors

Constitutional Factors
Constitutional factors are innate biological risk factors that contribute to the development of sexual dysfunction. Recommendations based on our review appear at the start of this article, and a more exhaustive review of the literature on constitutional factors is presented in Table 1 .
Adults with disorders of sex development have more sexual and relationship difficulties than adults without disorders of sex development, 2 although the level of impact depends on the type of medical and surgical procedures performed during childhood. 3e5 There is a high incidence of erectile and ejaculatory difficulties in men with hypospadias 6 and impaired erectile function in men with congenital penile deviation. 7, 8 Other congenital disorders (eg, spina bifida 9 and Turner syndrome 10, 11 ) also can impair adult sexual function and satisfaction.
The adoption of a biopsychosocial model to understand how constitutional factors and disorders of sex development predispose to sexual dysfunction is recommended (recommendation ¼ grade C). Early assessment of patients with hypospadias (recommendation ¼ grade B) and ongoing assessment of all patients with constitutional contributors (recommendation ¼ grade C) are essential for long-term follow-up and psychosexual counseling. Psychological support should be an integral part of management (recommendation ¼ grade C).
Developmental Factors
Recommendations based on our review of developmental factors appear at the start of this article and a more exhaustive review of the literature on developmental factors is presented in Table 1 . Here we cover gender identity development, attachment, non-sexual and sexual abuse, puberty/adolescence, and vulnerability and risk factors.
Gender Identity Development. Gender conformity is an
early developmental predictor for adolescent heterosexuality. 1, 12 Gender non-conforming boys are more likely to later identify as gay than gender non-conforming girls. 1, 13 Sexual-questioning children have a lower self-concept and fewer same-sexetyped attributes than children who are more at ease with their heterosexuality.
14 However, longitudinal studies have shown that not all childhood gender dysphoria is associated with a transgender outcome. 15 Further research needs to be conducted with gender nonconforming children and adolescents to clarify specific developmental factors that shape the development of gender identity, orientation, and sexuality (recommendation ¼ research principle).
Problematic Attachment and Experience With
Parents or Parental Surrogates. Problematic attachment has been cited as a contributing factor in adolescent sexual offending behavior, 16, 17 gender identity development, 18, 19 sexually compulsive behaviors, 20 and child sexual abuse. 21 It is recommended that clinicians explore attachment styles of patients presenting with sexual disorders (recommendation ¼ grade C) and assess relevant childhood experiences that might be linked to risk or resiliency (recommendation ¼ grade C).
3. Exposure to Childhood Non-Sexual Abuse and Neglect. Studies have found an association between childhood abuse or neglect and later female sexual dysfunctions, in particular low desire and sexual aversion, 22, 23 although no relation between physical abuse in childhood and subsequent vaginismus 24 or dyspareunia 25 has been found. A study on men who have sex with men has reported an association between physical and sexual childhood abuse and an augmented risk of ED and sexual problems caused by a medical condition. 26 It is recommended that clinicians assess childhood experiences in patients presenting with sexual dysfunctions, including evaluation of resulting sexual anxiety and fear of intimacy (recommendation ¼ grade C), and differentiate between event-based trauma and process-based trauma (recommendation ¼ grade C).
4. Experience of Childhood Sexual Abuse. Women with a history of childhood sexual abuse (CSA) are more likely to engage in risky sexual behaviors, to have sexual problems, and to experience sexual re-victimization in adulthood.
27e30 Experience of CSA involving attempted or completed penetrative sex has been associated with worse sexual outcomes than CSA involving sexual touching only. 28 Men with a history of CSA, particularly those who experienced penetrative CSA, also are more likely to experience sexual problems and engage in risky sexual behavior. 27,29,31e34 Berthelot et al 35 reported that more than half the women and more than a third the men attending clinics with sexual problems had experienced CSA. However, not all individuals who experienced CSA have poorer sexual functioning in adulthood; characteristics of the abuse and family dynamics influence the extent to which CSA affects later sexual functioning. 28, 29, 36, 37 It is recommended that clinicians assess childhood sexual history, including whether clients have experienced CSA and, if so, its characteristics (eg, frequency and duration) and whether the perpetrator was known or unknown (recommendation ¼ grade B). Clinicians should assess multiple aspects of sexual functioning, including, but not limited to, subjective aspects such as sexual selfesteem and sexual satisfaction (recommendation ¼ grade C).
5. Puberty, Adolescence, and Early Sexual Experiences. Boys with an earlier onset of puberty tend to have higher sexual desire and more frequent sexual activity as adults. 38 In girls, puberty seems to have less impact on sexual interest and response. 38, 39 A consistent finding is that boys start masturbating earlier and masturbate more frequently than girls. 14, 40, 41 Among women, masturbation in childhood and adolescence has been associated with more satisfying sexual experiences, better body image, and more positive sexual self-esteem. 41 Girls with negative or indifferent views about masturbation are more likely to report negative experiences of their first sexual experience. 42 Early sexual debut is associated with more recent, lifetime, and concurrent sexual partners in men and women. 43 Among men and women, early initiators report higher sexual satisfaction than later initiators. 44, 45 Independently of gender, negative first experiences and less stable relationships at the onset of sexual activity contribute more to later sexual difficulties than the age of initiation. 46, 47 Our recommendation is that clinicians take a developmental approach to assessing onset of sexual activity and assess nonpartnered and partnered experiences, the context of those experiences, and any associated beliefs and emotions and attempt to explore their possible role in the individual's current sexual function and behavior (recommendation ¼ grade C).
6. Vulnerability and Risk Factors. Vulnerability can be defined as the increased likelihood of developing a particular disorder among individuals possessing certain susceptibilities or exposed to certain environmental factors, whereas resilience decreases this likelihood. We have very little understanding of these vulnerability and protective mechanisms in relation to sexual functioning.
More research on resilience is needed to develop interventions that decrease risk factors and in turn bolster resilience (recommendation ¼ research principle). In patients with sexual dysfunction, a systematic evaluation of developmental and constitutional factors that could have negatively affected sexual function is recommended (recommendation ¼ grade C).
TRAIT FACTORS General Trait Factors
Personality and Other General Traits
Neuroticism has been related to sexual performance anxiety and ED in men 48, 49 and to global sexual functioning, 50 sexual arousal, 51 and orgasmic difficulties 51, 52 in women. In a sample of gay, lesbian, bisexual, and transgender men and women, those with sexual problems scored higher on neuroticism compared with healthy controls. 53 Extraversion is associated with higher levels of sexual functioning and sexual satisfaction in men and women. 49, 50, 52, 54, 55 Women with sexual dysfunction also have lower levels of positive trait affect compared with healthy controls. 56 These findings suggest that neuroticism, introversion, and low positive trait affect could play a role in predisposing men and women to develop sexual dysfunction. We recommend that clinicians explore the role of personality factors during the assessment and treatment of sexual disorders (recommendation ¼ grade B).
Cognitive Schemas
Cognitive schemas are ideas about the self, others, and the future that are responsible for the meaning individuals assign to their current or past experiences. 57 Individuals with sexual dysfunction activate significantly more negative cognitive schemas in response to adverse sexual episodes. Experimental studies in women have associated induced positive schemas with higher subjective and genital sexual arousal and positive affect compared with induced negative schema. 62, 63 Women with negative sexual self-schemas report lower interest in sexual activity, fewer sexual thoughts, and lower sexual arousal than women with more positive sexual self-schema. 64 Men with negative sexual schemas tend to report low arousability levels. 65 In addition, sexual self-schemas predict sexual functioning 66 and satisfaction in women. 66, 67 Studies have shown a clear role of cognitive schemas in predicting sexual dysfunction. It is recommended that clinicians address cognitive schemas during clinical assessment and, when relevant, use cognitive restructuring techniques aimed at changing cognitive schemas (recommendation ¼ grade A).
Specific (Sexual) Trait Factors
Sexual Inhibition/Excitation
The dual control model proposes that sexual response results from a balance between relatively independent inhibitory and excitatory mechanisms 68e70 and that individuals with higher levels of sexual inhibition (SI) and lower levels of sexual excitation (SE) are more vulnerable to sexual difficulties.
Studies have supported these predictions. Men with ED scored lower on SE and higher on SI due to threat of performance failure compared with sexually healthy men. 71 In a study of newlywed couples, SI owing to performance failure was the best predictor of male erectile problems. 72 Among heterosexual women, SI scores were positively associated with the likelihood of reporting sexual problems. 73, 74 Findings suggest that SE and SI propensities are associated with sexual functioning in men and women. It is recommended that clinicians assess SE and SI during clinical assessment of sexual dysfunctions (recommendation ¼ grade C).
Sexual Beliefs
Sexual myths (eg, "a real man is always ready for sex") are more commonly endorsed by men with sexual problems than by healthy controls. 75 In women, body image beliefs are strongly associated with female orgasmic disorders. 76 Age-related beliefs are common in women with vaginismus 76 and conservative sexual beliefs are strongly related to low desire 77, 78 and vaginismus. 79 Research suggests that sexual beliefs can play a role as predisposing and maintaining factors of sexual dysfunction in men and women. It is recommended that clinicians address sexual beliefs during assessment and treatment (recommendation ¼ grade B).
Life-Stage Stressors
Infertility
Impairment in sexual functioning, satisfaction, and sexual selfesteem have been associated with infertility, 80e83 with women more frequently affected than men.
84e86 PE, ED, anxiety, and depression are significantly more common in infertile men than in those without fertility problems. 87, 88 Treatments for infertility also can adversely affect sexuality. 89, 90 However, some studies have found no associations between sexual functioning and fertility problems. 91, 92 Our recommendation is that during all phases of infertility diagnosis, investigation, and management, clinicians, whenever possible, assess sexual function and satisfaction (recommendation ¼ grade C).
Postpartum Period
Sexual function problems are believed to affect 22% to 86% of women at 2 to 6 months after childbirth.
93e96 There is conflicting evidence on whether the mode of delivery and perineal injury affect sexual function after delivery.
97e103
Our recommendation is that, whenever possible, clinicians assess sexual function and satisfaction during the postpartum period (recommendation ¼ grade B), keeping in mind that sexual response and motivation may be unrelated to timing of the physical healing from delivery.
Aging
In a survey of men and women 57 to 85 years old, approximately half the respondents reported at least one bothersome sexual problem, with low desire, orgasm, and lubrication being the most prevalent sexual problems in women and erectile difficulties being the most prevalent in men. 104 Many stressors and adverse life events can affect sexual function and satisfaction, including depression, physical illnesses, disabilities, 105e110 and the lack of an available partner. 104 Serum testosterone levels gradually decrease in men with aging but this decrease does not always cause symptoms. However, lateonset clinical hypogonadism is associated with low libido and ED. 111 Many older people are reluctant to seek help for sexual problems.
112e114 There is some evidence that successful sexual aging is related to the ability to adapt to sexual relationships that are less focused on intercourse. 115, 116 Sexual health issues should be proactively discussed by clinicians with older patients (recommendation ¼ grade A). Assessment of physical and mental illnesses that commonly occur in later life should be included as part of the initial evaluation in middle-aged and older persons presenting with sexual complaints (recommendation ¼ grade A). It is recommended that clinicians assess adverse life events in older patients presenting with sexual dysfunctions, including evaluation of resulting anxiety and depressive symptoms (recommendation ¼ grade A). Clinicians should be aware of the relation between symptoms of aging and psychological health in older men and request further investigation when needed (recommendation ¼ grade A).
Menopause
Large-scale surveys have reported decreases in sexual functioning related to menopausal status. 117, 118 Factors such as partner availability, 119 relationship quality, 120,121 psychological function, 119, 122, 123 and health 122, 124 are often more important determinants of sexual function than hormonal factors. Other non-hormonal factors associated with sexual functioning are smoking, 122 social class and education level, 122, 125, 126 and mental health problems. 107 Menopausal status has an independent effect on reported changes in sex life and difficulties with intercourse. Overall, research provides support for the routine clinical investigation of psychological factors and life stressors (recommendation ¼ grade A). Clinicians are encouraged to address contextual factors that can precipitate and maintain sexual difficulties, including relationship quality, past sexual experience, previous sexual function, and mental and physical health of menopausal women (recommendation ¼ grade A). We also recommend that clinicians consider the potential role of partners in the etiology and maintenance of female sexual dysfunction (recommendation ¼ grade B).
Psychological Processing Factors
Recommendations based on our review appear at the start of this article, and a more exhaustive review of the literature on psychological processing factors is presented in Table 2 . Here we briefly review causal attributions, performance anxiety, efficacy expectations, distraction/attention, automatic thoughts, and state emotions as exemplars of psychological processing factors.
Causal Attribution to Negative Sexual Events. Men
with ED tend to give internal attributions for their sexual difficulties.
127e129 When causal attributions for low erectile response were manipulated in sexually healthy men, men with internal attributions were more likely to show decreased erectile response. 130 Women with orgasmic disorders more often attribute their problems to internal rather than external factors (eg, a sexual partner's skills). 131 These findings support the role of attributional style in the etiology of sexual dysfunction. Although most studies used crosssectional designs, at least one experimental study found a causal link between internal attribution for negative sexual events and sexual dysfunction. Clinicians are encouraged to address patients' causal attributions to their sexual problems (recommendation ¼ grade B).
Performance Anxiety and Demands.
In an early study, instructions to focus on achieving a full erection ("spectatoring" condition) or to focus on sexual stimuli and pleasure ("sensate focus" condition) did not affect sexual responses in sexually healthy men. 132 In contrast, men with sexual dysfunction showed higher erectile responses in a sensate focus condition compared with a spectatoring condition. 133 In a study of sexually healthy women, genital response increased as a function of performance demand instructions. 134 These findings suggest that performance demands can have a different effect in individuals with and without sexual dysfunction. Sexually healthy individuals respond with higher sexual arousal, whereas those with sexual problems show decreased sexual response in the face of performance anxiety and demands.
3. Efficacy Expectations. In aging couples in which the male partner had undergone prostate surgery, efficacy expectations of the male partner were one of the best predictors of frequency and quality of sexual functioning. 135 In women with sexual dysfunction, the manipulation of efficacy expectations through positive false feedback on physiologic sexual response had a significant effect on subsequent sexual response.
136 Using a similar paradigm with sexually healthy men, men who received false negative feedback on genital arousal reported significantly lower efficacy expectations and lower genital response compared with sexually healthy men. 137 In men with and without sexual dysfunction, negative feedback decreased self-predicted erection scores and subjective arousal to sexual films, whereas positive feedback had the opposite effect. 138 In women, negative feedback significantly decreased subjective but not genital arousal. 139 More recent studies have indicated that false feedback (whether negative or positive) has a significant impact on subjective arousal in men and women with and without sexual dysfunction but has no effect on genital sexual arousal (particularly in women). Thus, the effect of manipulated expectations (using false feedback instructions) on sexual arousal seems to be mediated by cognitive processes. Research is needed to better clarify the impact of expectations on subjective and genital arousal. Our recommendation is that clinicians assess the presence and potential role of these expectations (recommendation ¼ grade A).
Cognitive Distraction and Attentional Focus.
Early studies suggested that distraction interfered with erectile response in sexually healthy men 140, 141 but not in men with ED. 142 Van Lankveld and van den Hout 143 reported that distraction inhibited genital arousal but had no effect on subjective sexual arousal in men with and without sexual dysfunction. In sexually healthy women, lower genital and subjective sexual arousal occurred during exposure to erotic stimuli accompanied by a cognitive distraction task. 144, 145 Findings indicate a clear negative impact of cognitive distraction on sexual response in men and women, more consistently observed on genital arousal than on subjective arousal. Although neutral distraction tasks seem to negatively interfere with sexual response in sexually healthy men more than in men with sexual dysfunction, the opposite pattern is observed when sexual performance distractors are used. The recommendation for clinicians is to assess for the presence of cognitive distraction (recommendation ¼ grade A).
Sexual Cognitions and Automatic Thoughts. Men and
women with sexual dysfunction report having significantly more negative thoughts during sexual activity 146, 147 and lack of erotic 147 compared with sexually healthy individuals. In men, lack of erotic thoughts and erection concerns during sexual activity are significant predictors of decreased sexual desire 78, 148 and ED. 149 "Failure" and disengagement thoughts and lack of erotic thoughts are more often reported by women with sexual desire, orgasm, and vaginismus problems than by sexually healthy controls. 78, 147, 150, 151 A relation between negative body image concerns during sexual activity and difficulties in reaching orgasm among women also has been found. 152 Findings indicate that cognitive distraction from erotic cues is strongly associated with sexual dysfunction. These negative automatic thoughts experienced during sexual activity could be the result of previous activation of negative self-schemas and seem to play an important role as maintaining factors for sexual dysfunction. Clinicians are encouraged to systematically assess the content of thoughts patients experience during sexual activity (recommendation ¼ grade A).
State Emotions.
Anxiety. Early experimental studies in men and women have suggested that state anxiety might be associated with no change in 132 or even an enhanced 142, 153, 154 genital response. Studies conducted in women with and without sexual problems have reported a facilitating effect of anxiety and activation of the sympathetic system 135,155e157 on genital sexual response but not on subjective arousal.
In general, findings consistently suggest a facilitating role of sympathetic activation on genital response (but not on subjective arousal) in men and women with and without sexual dysfunction. The role of the cognitive component of anxiety is not yet established, but findings suggest a detrimental effect on sexual arousal in men with sexual dysfunction but not in sexually healthy men. We recommend that clinicians assess for the presence and role of state anxiety during sexual activity (recommendation ¼ grade B).
Low Mood. Several studies have reported that men with sexual dysfunction show significantly higher depressed affect during exposure to erotica compared with sexually healthy men. 133, 142, 158, 159 In a test of the effect of induced mood on sexual response, men in a depressed mood condition showed a significant delay in subjective sexual arousal during exposure to an erotic film compared with men in a positive mood condition; genital response did not differ between the two groups. 160 A significant increase in erectile response in men in a positive affect condition compared with men in a neutral affect condition was reported in one study 161 ; men in a negative affect condition showed less erectile response compared with men in a neutral condition.
Several studies have indicated that positive affect (but not negative affect) is a significant predictor of subjective sexual arousal in sexually healthy men and women. Men and women with sexual dysfunction report having significantly more negative emotions (eg, sadness or fear) and less pleasure and satisfaction during sexual activity compared with sexually healthy individuals. 76,77,149,165e168 These data suggest that low mood is strongly associated with sexual response and sexual functioning in men and women. Findings from experimental studies support this association, suggesting that state depressed mood has a negative impact on sexual arousal. It is recommended that clinicians address patients' mood states (recommendation ¼ grade B).
COMORBID MENTAL HEALTH ISSUES
Depression and its pharmacologic treatment are associated with sexual difficulties in men and women. 51, 169, 170 Different types of anxiety disorders can have differential effects on sexual function. Panic disorder appears to have a stronger relation with sexual disorders than social phobia. 171 Individuals with obsessive-compulsive disorder have higher rates of orgasmic dysfunction than patients with generalized anxiety disorder 172 or social anxiety. 173 Studies on depression, anxiety, and sexual function (since 2010) are summarized in Table 3 .
Stress
Studies on the effects of acute stressors on sexual function have found mixed results, with some showing facilitatory 174, 175 and others inhibitory 153, 176 effects. There is increasing evidence for the negative effects of chronic stress, including daily hassles, on sexual function, 177, 178 and provoked genital pain. 179 Our recommendation is that clinicians routinely assess for the presence of stress, including daily hassles and critical life events, when assessing patients' sexual function and satisfaction and quality of the relationship (recommendation ¼ grade A).
Depression
The most common pattern associated with depression is loss or decrease of sexual interest and/or sexual arousal. 51, 180, 181 In a study of patients presenting with desire disorders, the proportion of low desire in individuals with histories of major and intermittent depression was almost twice as large as that of controls. 182 In men, depression and anger are highly correlated with ED 183e185 and with low sexual. 186 Women with current depression have more impaired sexual function than non-depressed women. 187 In a cohort study of sexually active women 40 to 65 years old, lower sexual function was related to menopausal and mood symptoms. 188 Other studies have reported similar findings.
189,190
Depression and Physical Illness
In women with multiple sclerosis and their partners, selfreports of relationship and physical functioning were significantly associated with the women's depression scores. anxiety, distress, and urinary and sexual function were applied at baseline, within 1 y, and 1e3 y from baseline.
Moderate or higher levels of depression or anxiety were low in men with localized prostate cancer but were associated with sexual outcomes, whereas increased distress was associated with urinary outcomes. In a study of menopausal women with diabetes, sexual function was related to age, stress, depression, duration of diabetes, and systolic blood pressure. 192 In another study, most men and women with type 2 diabetes had sexual problems; sexual difficulties were positively associated with age, clinical depression, and at least one diabetes-related complication. 193 Sexual difficulties also have been reported to be common in breast cancer survivors, 194 women who had had myocardial infarction, 195 and women with systemic sclerosis. 196 
Depression and History of CSA
In a sample of chronically depressed adults, history of CSA predicted depression severity and lower relationship quality and sexual satisfaction. 197 Our recommendation is that sexual symptoms, satisfaction, and distress be assessed in the context of depression; similarly, in the presence of sexual difficulties, depressed mood should be assessed (recommendation ¼ grade A). The clinician should be aware of the potential bidirectional nature of this relation and the potential complicating role of antidepressant medications-which can improve mood symptoms but might exacerbate sexual symptoms.
Anxiety and Female Sexual Dysfunction
Overall, the evidence for the role of anxiety in sexually dysfunctional women is mixed 198e200 (Table 3 presents a more comprehensive review).
A few studies have examined the relation between specific types of anxiety disorder and female sexual dysfunction. In one study, social phobia was associated with concomitant desire disorders and dyspareunia. 201 Women with panic disorder comorbid with obsessive-compulsive disorder or with depression showed significantly lower sexual desire than sexually healthy women. 202, 203 Low sexual desire and orgasmic disorder appeared more prevalent in women with generalized anxiety. 204 
Anxiety and Male Sexual Dysfunction
Compared with sexually healthy men, men with ED report higher levels of sexual anxiety but no difference in general or social anxiety. 205 In men with ED, Mallis et al 206 found that most had high levels of state and trait anxiety, but only trait anxiety was correlated with ED severity.
Men with generalized and lifelong PE have lower sexual satisfaction and control, higher distress, and higher social anxiety, and harm avoidance scores. 207 In contrast, men with situational PE are characterized by higher levels of satisfaction, greater feelings of control, less distress, and higher trait anxiety scores.
Controlled studies of male sexual dysfunction and specific types of anxiety disorder are scarce. 204 Panic disorder has been linked to ED 171, 208, 209 and social phobia with PE. 171, 210, 211 Anxiety related specifically to sexual performance can be a significant contributor to PE 212 and ED.
213,214
Anxiety and Sexual Performance
Research has demonstrated that anxiety is not always disruptive to sexual functioning. Although moderate levels and relatively "safe" situations can enhance sexual arousal, higher levels of anxiety likely impair sexual functioning. 203 In summary, assessment of depression and anxiety should be carried out as part of the initial evaluation in individuals presenting with sexual complaints (recommendation ¼ grade A). An attempt should be made to ascertain whether the anxiety or depression is a consequence or a cause of the sexual complaint. If there is pre-existing acute depression, this should be treated with the sexual problem. Some research suggests that relief of the sexual problem is associated with relief of depression. 215 The role of antidepressants and antianxiety medications as contributory factors to sexual dysfunction should be evaluated in addition to any other mental health comorbidities (recommendation ¼ grade C).
Post-Traumatic Stress Disorder
Sexual dysfunction is a frequent complaint of trauma survivors. 216e222 In two studies of military veterans, 223, 224 PTSD was a significant risk factor for sexual dysfunction.
We suggest that clinicians assess for the presence of PTSD symptoms when evaluating sexual function in men and women. Treatment recommendations for men and women who experience a traumatic event should include screening for sexual dysfunction. Sexual functioning should be assessed in the context of partner intimacy, because men with PTSD might have no difficulty with erection and ejaculation with masturbation, yet have problems in partnered settings. Therapy should address sexual avoidance of the partner with PTSD, the shame and guilt associated with the trauma, and sexual dysfunction (recommendation ¼ grade A).
Substance Use
Alcohol consumption can be directly associated with a decrease in sexual function due to inhibition of genital response 225, 226 or indirectly through decreasing negative emotions such as depression or anxiety. 225, 226 Alcohol has long been regarded a risk factor for ED, but epidemiologic evidence has been equivocal. 227 Three large studies demonstrated progressively smaller odds ratios of ED with increasing levels of alcohol consumption.
228e230 These studies suggest that, at least when consumed at low levels, regular consumption of alcohol in men is not a risk factor for ED.
Studies examining the effects of long-term alcohol consumption on sexual function in women are scarce. In one investigation, women with heavy alcohol use were more likely to report problems with orgasm and arousal but less likely to report problems with functional dyspareunia. 231 Witting et al 232 found that greater alcohol use was related to fewer sexual function problems, whereas drinking in connection to intercourse was related to increased likelihood of sexual problems.
Evidence suggests that smoking can significantly increase the risk of ED, 233, 234 and this association might be potentiated with alcohol use, physical inactivity, or comorbid physical conditions. 235 In a laboratory study of women who were randomized to receive nicotine gum or placebo gum before viewing an erotic film, nicotine significantly decreased genital responses to erotic films but had no effect on subjective arousal. 236 Although there are differential effects of specific drugs, all recreational drugs can affect sexual functioning in men. 237e239 Research on the effects of substance abuse on sexual function in women is very limited. 240 In summary, although there has been little research in this area, particularly involving women, most of the available research suggests a negative effect of nicotine and recreational drug use on sexual functioning. We recommend that clinicians assess for the use and abuse of alcohol, nicotine, and other drugs in patients presenting with sexual concerns (recommendation ¼ grade B).
INTERPERSONAL AND RELATIONAL FACTORS
Most, although certainly not all, sexual activity occurs in an interpersonal context. The quality of the non-sexual aspects of the relationship and the two partners' experiences within the sexual interaction can affect sexual functioning.
Intimacy
One important motivation for sexual activity is enhancing emotional intimacy. 241 In a survey of women with chronic vulvar and pelvic pain, women who reported greater intimacy reported less impact of the pain on their sexual relationship. 242 In women with provoked vestibulodynia, sexual satisfaction was associated with women's and their partner's reports of sexual intimacy 243 ; however, emotional intimacy was not associated with sexual satisfaction.
Low sexual desire in women has been associated with low dyadic cohesion and low affection 150 and with lower levels of intimacy and less relationship satisfaction. 244 Individuals with lower sexual satisfaction and/or sexual dysfunction appear to have poorer sexual and non-sexual communication. 44,245e250 In women in same-sex and mixed-sex relationships, having sex to improve intimacy with partners has been associated with greater sexual satisfaction, whereas having sex to please partners or maintain the relationship has been associated with lower sexual satisfaction. 251 In research examining motives for sex, "approachrelated" goals that focus on obtaining positive outcomes (eg, enhanced intimacy) have been positively associated with relationship and sexual satisfaction for women and men and "avoidance-related" goals that focus on averting negative outcomes have been associated with lower sexual and relational satisfaction. 252 
Relationship Satisfaction
There is a strong link between relationship well-being and sexual satisfaction. 249,253e258 Individuals with low sexual desire experience lower relationship satisfaction and dyadic adjustment. 78,259e261 In one study, the major predictors of female sexual problems were relationship dissatisfaction and partner sexual dysfunction. 262 Partner Sexual Dysfunction A woman's sexual dysfunction can affect not only her own but also her partner's sexual functioning. 123,263e266 Women whose partners have PE consistently report diminished sexual satisfaction, although there might be little impact on the female partner's sexual function. 267, 268 Female partners of men with ED are more likely to experience sexual problems than are the partners of men without ED. Several studies have shown improvement in the female partner's sexual functioning after the male partner's treatment with phosphodiesterase type 5 inhibitors. 264,270,273e276 A more comprehensive review of the impact of a man's ED on the female partner is presented in Table 4 .
There is some evidence associating vaginismus and dyspareunia in women with sexual dysfunction, in particular ED, in the male partner. Taken together, these studies consistently demonstrate the interdependence of sexual function between partners. Specifically, they suggest that dysfunction in one partner tends to cause problems in sexual functioning and/or sexual satisfaction for the other and that improvement in function in one partner tends to have a positive effect on the other partner. Conversely, some couples report high sexual satisfaction even when one partner has a sexual dysfunction. 247 Thus, we recommend that clinicians take a biopsychosocial approach to the assessment and treatment of sexual dysfunctions (recommendation ¼ grade B) and that assessment include evaluation of the two partners when possible (recommendation ¼ grade B).
Partner Illness
Among the myriad possible partner-related illnesses, a few have been studied with regards to their impact on sexual function in a partner. In couples with chronic prostatitis or chronic pelvic pain syndrome, pain severity significantly predicts sexual and relationship functioning. 280 Research on men with prostate cancer and their partners has reported negative changes in sexual functioning. Women whose partners had a myocardial infarction during the previous year have reported decreased desire and function in their partners and a negative impact on themselves. 284 We recommend that when one partner has an illness that affects sexual functioning, the two partners should be involved in assessment and treatment to discuss each partner's role in the other's sexual adjustment after treatment and to help the couple develop a new sexual script (recommendation ¼ grade B). 
Partner Discrepancies
Discrepancies in level of sexual desire between partners often affect sexual functioning. 232, 277 In couples in monogamous long-term relationships, higher desire discrepancies have been associated with lower relationship satisfaction for men but not for women. 285 For couples in long-term relationships, discrepancies of desire have predicted an individual's and the partner's ratings of quality of the sexual experience. 285 In married couples 286 and women in same-sex relationships, 255 desire discrepancy has predicted lower relationship satisfaction, lower relationship stability, and greater couple conflict.
Partner Responses
The partner's response can influence the extent to which an individual finds his or her or the partner's sexual difficulties distressing. 287 Male partners of women with provoked vestibulodynia who made more global and stable negative attributions about their partner's pain reported lower sexual satisfaction and poorer dyadic adjustment. 288 A male partner's facilitative responses (reactions that encourage women's adaptive coping with the pain) to his female partner with provoked vestibulodynia were associated with lower self-reports of pain compared with solicitous responses (responses that reinforce avoidance and passivity). 289, 290 Partner Violence
Episodes of physical and sexual intimate partner violence have been associated with increased sexual risk taking, sexually transmitted infections, unintended pregnancy, and chronic pelvic pain. Episodes of sexual and emotional abuse in adulthood have been significantly and positively associated with sexual difficulties, in particular pain and dissatisfaction. 30 We recommend that dyadic factors and relationship quality be addressed in sex therapy (recommendation ¼ grade B) and that, for people in a romantic relationship, the partner be included in treatment of any sexual dysfunction whenever possible (recommendation ¼ grade B).
PSYCHOLOGICAL TREATMENT OUTCOME
Overview of Methodologic Issues
The goal of psychological therapies is increasingly recognized as not simply the absence of dysfunction but the presence of positive sexual and relationship functioning. 291 There has been a shift in focus from assessing only improvement in individual sexual functioning to broader and more clinically meaningful outcome variables such as sexual satisfaction, 292 sexual quality of life, and sexual confidence. 293 Although there are validated assessments of sexual functioning and of sexual distress, 294, 295 some are suitable only for sexually active individuals or for heterosexual couples 296 ; few assessments exist for sexual minority individuals. 297 When evaluating sexual function variables, what constitutes a "good" outcome is not straightforward. In recent pharmacological trials, the focus has been on sexual activity (eg, percentage increase in the number of "sexually satisfying events"), 298 but this focus on quantity rather than quality of sexual activity has been criticized. 299 After an early spate of outcome studies in the 1970s and 1980s, many of which were uncontrolled, few evaluations of psychological treatments have been conducted in recent years, and few have focused on unique delivery methods (eg, Internet therapy) and diverse patient samples (eg, those from sexual minority groups). There also has been limited attention paid to prognostic factors that relate to specific psychological treatments. 300 One exception is female sexual pain disorders, for which there have been several well-designed controlled outcome studies. 301e303 The decrease in outcome research does not reflect a lack of growth in sex therapy, 304, 305 and some have argued that the growth of sexual medicine has highlighted the need for an integration of medical and psychological approaches. 306 Some newer approaches (eg, Internet-based therapies) require careful consideration of the choice of treatment outcome assessments (recommendation ¼ expert opinion). There is a need to develop psychometrically valid sexual function assessments for gay, lesbian, bisexual, transgender, and queer individuals (recommendation ¼ research principle). More research is needed to identify prognostic indicators of treatment success (eg, individual and interpersonal factors; recommendation ¼ grade B).
Treatment Outcomes for Women
Women With DSM-IV HSDD A meta-analysis yielded 20 controlled studies, most involving CBT approaches. 307 Overall, a large effect size for the primary end point of low desire and a moderate effect size on improving sexual satisfaction were reported. CBT approaches also can improve quality of sexual and marital life and sexual satisfaction. 308 Inclusion of the male partner in CBT treatment for low desire yields better outcomes. 309 Two controlled studies evaluated mindfulness-based therapy compared with a wait-list control group 310, 311 ; these studies found that this approach led to significant improvements in sexual desire in women (strong effect size), but this research was limited in the absence of a treatment control group.
Based on the meta-analysis showing strong effect sizes, we recommend that clinicians use CBT in the treatment of women with low sexual desire (recommendation ¼ grade A). We also recommend that the clinician consider mindfulnessbased therapy for women with low sexual desire (recommendation ¼ grade B) and that clinicians, whenever possible, use couple-or group-based therapy over individual therapy (recommendation ¼ grade A).
Women With DSM-IV Female Sexual Arousal Disorder
A meta-analysis and a systematic review identified no controlled treatment outcome studies focused on women with specifically sexual arousal complaints. 307, 312 As such, no recommendations can be made for this population of women at this time.
Women With DSM-IV Female Orgasmic Disorder Most treatment programs for acquired female orgasm problems include a combination of sex education, sexual skills training, couple therapy, directed masturbation, and sensate focus. 313 In a meta-analysis, there was a moderate effect size for the efficacy of psychological treatments on the primary end point of anorgasmia and a moderate effect size for sexual satisfaction. 307 In the only study evaluating the coital alignment technique, 314 a significantly higher rate of orgasms during intercourse, simultaneous orgasms between partners, and satisfying orgasms was reported. 315 Taken together, we recommend CBT for women with anorgasmia (recommendation ¼ grade A). Although the coital alignment technique is often used for women who wish to become orgasmic during vaginal penetration with intercourse, only one study evaluated the effectiveness of this method. Thus, we can only provide an expert opinion recommendation on this approach.
Treatment Outcomes for Men
Men With ED
There have been few large, randomized controlled studies evaluating the efficacy of psychological treatment of ED (Table 5) . 307, 312, 316 Despite this, a CBT approach, combined with the use of as-needed antidepressant medication, is often recommended. 215, 317, 318 In a systematic review, 13 randomized controlled trials that investigated psychosocial interventions in men with ED were identified; overall, interventions were successful. 312 In contrast, another meta-analysis found only non-significant, moderate effect sizes of psychological therapy for ED. 307 In studies of men with ED, those who were randomized to receive psychotherapy plus sildenafil showed greater improvement and lower attrition than those receiving sildenafil only. 319, 320 In a meta-analysis, two trials compared group therapy plus sildenafil with sildenafil alone; the two studies concluded that there was evidence that group psychotherapy can improve erectile function. 316 Taken together, this literature review allows us to recommend group or couple therapy over individual therapy for men with ED (recommendation ¼ grade A). We recommend that clinicians use CBT for men with ED (recommendation ¼ grade A). Based on findings of better efficacy with combined psychological interventions and medical treatment over psychological or medical treatment alone, we recommend that clinicians use psychological interventions to supplement medical treatment (recommendation ¼ grade A). Men With PE Although the authors of a recent systematic review concluded that behavioral techniques are effective for men with PE, 312 most outcome studies have been uncontrolled, with small samples and limited or no follow-up 321 Overall there is weak and inconsistent evidence regarding the effectiveness of psychological interventions for the treatment of PE. 307, 322 We recommend that clinicians consider psychological or behavioral interventions in the treatment of men with PE (recommendation ¼ expert opinion). We also recommend that the clinician use psychological or behavioral interventions to supplement medical treatment of PE (recommendation ¼ expert opinion).
Men With DE
A range of treatment techniques have been used to treat DE, 323e325 but the literature on these approaches is mainly anecdotal. 326 We recommend that clinicians consider psychological or behavioral interventions in the treatment of men with DE (recommendation ¼ expert opinion). We also recommend that the clinician use psychological or behavioral interventions to supplement medical treatment of DE (recommendation ¼ expert opinion).
Men With HSDD
There are no reports solely on the psychological treatment of men presenting with HSDD. 327 We recommend that clinicians consider psychological or behavioral interventions in the treatment of men with HSDD (recommendation ¼ expert opinion). We also recommend that clinicians use psychological or behavioral interventions to supplement medical treatment of HSDD (recommendation ¼ expert opinion).
INTEGRATING MEDICAL AND PSYCHOLOGICAL TREATMENTS FOR SEXUAL DYSFUNCTION
Combination or integrated treatment addresses the relevant medical and psychosocial issues that predispose, precipitate, and perpetuate sexual dysfunction. There is scant literature on combination therapy for women with sexual dysfunction. For men, most studies of sildenafil alone vs psychotherapy plus sildenafil for men with ED have demonstrated superiority of combined treatment. 319,333e337 Beneficial effects of combining psychological treatment with intracavernosal injection therapy also have been reported, 338e341 although not consistently. 340 In a study of combined treatment using vacuum therapy and counseling, 342 greater improvement occurred in the combined group.
Several studies that compared combined behavior and drug therapy with behavioral therapy and/or drug treatment alone for men with PE showed small but significant differences favoring the combined approach. 343e345 We recommend that health care providers approach the management of sexual dysfunction with combination or integrated treatments wherever possible (recommendation ¼ grade A).
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